Meticulous care is as essential in surgery of the foot as in the hand. The tendon transpositions discussed in this paper were carried out in children to secure balanced and mobile feet and therefore excluded bone operation. Only transplants in pes cavus and relapsing congenital talipes equinovarus are considered.
Papers
Consideration of Some Cases of Tendon Transference in the Foot [Abridged] by Randle Lunt Mchorth (Derbyshire Royal Infirmary, Derby) Meticulous care is as essential in surgery of the foot as in the hand. The tendon transpositions discussed in this paper were carried out in children to secure balanced and mobile feet and therefore excluded bone operation. Only transplants in pes cavus and relapsing congenital talipes equinovarus are considered.
It is necessary to know the leverage exerted by transplants with relation to the axes of joints across which they pass; and this must be studied in experimental preparations (Hicks 1953 (Hicks , 1956 Shephard 1951) . A weak tibialis anticus may be replaced by transposition of the extensor tendons of the toes. The classical transposition of these tendons to the necks of the metatarsals gives no improved moment about the ankle-joint and retains a purely valgus moment about the midtarsal axis. A superior transplant is obtained by withdrawing the extensor tendons above the ankle and bringing them forward subcutaneously in two groups to the bases of the first and third metatarsals. In this line the dorsiflexors of the toes obtain a 20% increase in leverage about the ankle-joint. In two groups these tendons balance inversion and eversion action.
Whereas the foregoing transplants acting about normal axes gain action by careful attention to a new line, the transplants associated with talipes equinovarus lose action if the tarsal axes and the positions of the bones are not strictly corrected beforehand.
Gradual, gentle moulding of the baby foot with serial plaster or other mechanism is the first line 62 of treatment, but relapse in severe cases occurs frequently. Among 56 severe cases born before 1956, and recently reviewed, I have carried out 38 open operations, 14 without and 24 with added tendon transpositions.
In the cases explored the following factors were assumed to be contributory to relapse: Bony: (1) Residual displacements. Scaphoid held to the medial aspect of the head of the talus or the calcis never fully valgus. (2) Abnormal shape of bones due to prolonged malposture. All or any of these factors resulted in an abnormally strong inversion moment in the muscles.
The most important single measure in correction of the club foot is transposition of the scaphoid towards the lateral side of the head of the talus, thus correcting muscle balance and effect of gravity (Kite 1939) . Since this is highly unstable in the early stage I pin it in position with a Kirschner wire running through the scaphoid into the talus. Transplantation of tibialis anticus and tibialis posticus is of value, but both these muscles have too useful an action to be sacrificed. Peroneus brevis can be brought forward subcutaneously from above the external malleolus to the fifth metatarsal to become a dorsiflexor as well as an evertor; this is a useful transplant and the best available.
A film showing patients who had these various procedures was then shown and a discussion followed. The author thought 4 years was a good age for open correction although at an earlier age, even 18 months, benefit was obtained. On the whole tendon transposition could probably be avoided if the tarsal joints were re-aligned properly (Fripp 1951 A few years ago we performed a few arthroplasties of the knee using Shiers' hinge prosthesis. The results proved unsatisfactory for two reasons:
(1) Loosening of the prosthesis within the medullary cavity of the femur and tibia, causing gradually increasing instability and return of pain: All the prostheses were removed within three years because of this. (2) Loss of active extension: This seemed to be associated with removal of the patella, and is due either to relative lengthening of the extensor aponeurosis, or actual stretching of the aponeurosis during the early movements which are essential.
From these early cases, nevertheless, we learnt three encouraging facts: (1) Relief of pain was complete.
(2) Ninety degrees of flexion movement was obtained without difficulty. The principle of the hinge joint is sound provided satisfactory Fig 1 X-ray showing prosthesis and cement fixation can be attained. (3) Arthrodesis of the knee after removal of the prosthesis can be achieved without difficulty.
We have attempted to prevent loosening of the prosthesis by cementing it into the tibia and fibula using Charnley's plastic cement (Fig 1) . The longest follow-up period is only two years, but we have not as yet seen any instability develop.
By retaining the patella, we have almost abolished the loss of active extension. If necessary patellectomy could be performed later after an adequate range of movement has been obtained. This could be combined with shortening of the aponeurosis and followed by adequate immobilization in plaster. We have not so far found it necessary to do this.
The main indication for this procedure is in cases of rheumatoid arthritis in which one knee has already been arthrodesed.
[Three such cases were demonstrated.]
Most knee arthroplasties depend on the ligaments to provide stability. The hinge prosthesis provides built-in stability provided some satisfactory method of fixation can be found. I believe it is much the most promising procedure described so far.
The following papers were also read: 
Lumbosacral Fusion

